Fig. 8.6 Wall of an abscess. The abscess cavity is
seen at the top right. The wall consists of vascular
granulation tissue showing an inflammatory reac-
tion, x 120.

and the release of pressure allows free flow of
exudate from the surrounding tissue into the
abscess cavity: this favours elimination of the
bacteria, not only by their removal in the dis-
charging exudate, but also by the protective
mechanisms afforded by a free flow of exudate
(p. 62), Accordingly, surgical incision and drain-
age of an abscess is an important therapeutic
measure: by promoting bacterial elimination
and destruction, it allows the abscess cavity to
heal with minimal scarring. The pressure in an
abscess is well illustrated by the spurting out of
pus when it is incised, but needs no emphasis
for anyone who has experienced the throbbing
pain of an apical tooth abscess.

Abscesses which are not drained, and which
do not discharge naturally, may persist for
months or even years and become surrounded
by dense scar tissue. The bacteria may even-
tually be destroyed, and if the cavity is still
small it may be gradually filled by granulation
and eventually scar tissue. The pus in larger
abscess cavities may be slowly transformed to
clear fluid as the cell debris, etc. is removed by
macrophages, leaving a cyst-like cavity which
cannot collapse because of the surrounding
rigid fibrous tissue. Occasionally the pus
becomes inspissated to a solid, lipid-rich
crumbly material, and deposition of calcium
salts converts this into a stony hard mass which
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may finally be replaced by bone. Even when an
abscess is drained or discharges naturally, bac-
teria may persist in the cavity and drainage
track, particularly if sufficient fibrosis has
occurred to prevent its collapse.

Perhaps the commonest example of an ab-
scess is a boil (furuncle). It occurs most often in
the dense dermal connective tissue at the back
of the neck. The causal organism, Staphylo-
coccus aureus, invades via the hair follicles or
sebaceous ducts and sets up an acute in-
flammatory swelling. It spreads locally in the
dermis, and necrosis of a patch of skin at the
centre of the lesion results from toxic action
and the vascular factors outlined above: poly-
morphs migrate from the surrounding inflamed
tissue and digest the periphery of the necrotic
'core', which thus becomes separated from the
lining tissue by a layer of pus. When separation
is complete, the core is discharged, leaving an
ulcer (Fig. 8.7). This is usually followed by
elimination of the staphylococci, and the ulcer
heals, leaving a pitted scar. In some instances,
particularly in individuals with impaired re-
sistance to infection, e.g. untreated diabetics,
the infection may spread extensively in the
dermal and underlying soft tissue of the neck,
giving rise to a carbuncle consisting of a com-
plex loculated abscess, or several separate
abscesses, with multiple discharging sinuses
(Fig. 8.8).

Suppuration in a serous cavity presents the
same general features as an abscess developing
in a solid tissue, and the principles of treatment
are the same.

Composition of pus. As indicated above, pus
consists of an accumulation of inflammatory
exudate containing very large numbers of neu- .
trophil polymorphs which give it an opaque
appearance. Many 6f the polymorphs in re-
cently formed pus are living, but the life of
polymorphs which have emigrated is probably
12 hours or less, and in old pus most of the
cells are dead and in various stages of de-
generation and digestion. Release of DNA
from these cells accounts for the sticky, slimy
nature of pus. Some red cells are usually pre-
sent, particularly in newly formed pus, and also
fragments of tissue debris: fibrin may be pre-
sent as free fragments, or may form a layer
lining the wall of the cavity. In old pus, the
number of macrophages increases and chol-
esterol crystals and globules of fat, derived